It is not unseemly that those who have devoted a lifetime to the study and furtherance of their profession should desire to be remembered. When, in particular, their activities have earned the esteem and respect of their contemporaries, it is wholly fitting that these contemporaries should seek to perpetuate their memory. We must therefore be grateful to the Council of this Society for affording us an opportunity of marking our appreciation of a distinguished former colleague. When your President first invited me to give the second Winsbury-White Lecture, he intimated that on this occasion it had been felt appropriate to approach someone who had been previously associated with the Founder. It was with some diffidence that I finally agreed, since I realized that there might be many who had known him longer and more intimately though not, perhaps, with the degree of understanding and respect which developed between us during the final redrafting of his textbook (Winsbury-White & Fergusson 1961) . Urological publication undoubtedly provided a major interest in his life and, having to some extent been jointly involved, I eventually decided on the title 'Urological Records' as being consonant with the spirit of the Lectureship. It was my intention that the term 'records' should be construed in the widest sense and in consequence my contribution need be neither unduly profound nor over-scientific.
Personal Recollections
Winsbury-White was a man of many parts,whose outside interests were discriminating; they ranged from collecting oriental hardstones to riding, fishing and, later, horticulture. His charitable connexions were wide, though unobtrusive, while his hospitality, particularly at times like these, will ever be remembered by many of his colleagues.
Professionally his life was dedicated to urology, with a particular zest for the female urethra and its associated diseases. A description of the urethroscopic appearances bulked large in his numerous publications and, being the possessor of a unique set of straight soundsgraduated minutely in odd as well as even numbershe was able to devise a system of regular dilatation with mathematical precision. Whether through persuasion or the enthusiasm of those he treated, his outpatient clinic swelled to almost exhausting proportions, with a pronounced reversal of the usual sex ratio.
He was likewise notably concerned with the problems of ascending urinary infection and of stones in the urinary tract; his literary output on these subjects was prolific. He was a staunch supporter of medical illustrationindeed it has been suggested that his appointment to St Paul's Hospital in 1925 owed much to the merit of the illustrations which accompanied his Hunterian Lecture and which happened to be conveniently available at the time of interview.
These qualities, combined with active enthusiasm for his chosen specialty, clearly foreshadowed his role as co-founder of the British Journal of Urology with the late Frank Kidd in 1929. His term as Editor for twenty years itself constitutes a record, and it is greatly to his credit that he was able to sustain publication throughout the testing period of World War II. Nor was this his only trial, for shortly before the outbreak of war he had assembled most of the material which was to go forward in his magnum opus: 'A Textbook of Genito-Urinary Surgery'. This had been sent to the publishers and was totally destroyed in an air raid in the spring of 1941. Undaunted, he set to work again and the first edition saw the light of day in 1948.
At this time a textbook devoted entirely to urology was still something of a rarity and indeed represented the first notable British example since the original publication of Thomson Walker's 'Genito-Urinary Surgery' in 1914. A second edition of 'Stone in the Urinary Tract' (1954) followed and then began the tedious process of revision of his major textbook, as the publishers were demanding a further edition. New contributors had to be selected at a period when urology was rapidly expanding, while at the same time the retention of basic material and the avoidance of overlap had to be ensured. Much of the routine text was rewritten by himself but curious difficulties sometimes arose: for example, before revision I was greatly puzzled by his description of how to enucleate the prostateonly to remember subsequently that he was a left-handed operator; there were likewise other examples of a sublime faith in his own methods and abilitybut there are probably few authors who are beyond reproach in this respect. Throughout his career he was a regular participant in urological affairs and in addition to being President of this Section he achieved a wide international reputation. Many visitors came to see him at St Paul's and he was ever ready to adapt himself to new techniques: Arthur Jacobs still recalls an occasion when radiotherapy for bladder tumours was still in its infancy: 'Operating on a patient with a massive solitary papillary lesion overlying the left ureteric orifice, he reimplanted the ureter into the bladder while Stanford Cade, who was in attendance, then proceeded to irradiate the tumour. A twolayer implant of radium needles was employed without any preliminary resection or diathermy of the growth.' This, a contemporary observation, illustrates the way in which our actions are often influenced by traditional beliefs before the final crystallization of a new method. Records of this sort impart a vintage flavour which may well appeal to those interested in the maturation of our specialty.
UROLOGICAL RECORDS It appears to me that the object of such records should be not only to educate but to amuse, so that in lending guidance and perspective to our craft they should also sustain our interest in its performance. Not all records live up to these criteria but I hope that those to which I shall refer will be found acceptable. Chronologically there are three classes of recordshistorical, current and prospective. Formerly communicated verbally or by the written word, they can now be transmitted by tape or film, while we are on the threshold of storing up our knowledge in computers.
Historical Records
Compared with other branches of surgery, the remote historical records of urology are relatively uninspiring. Early accounts are limited mainly to the treatment of stone in the bladder, urethral stricture and a variety of surgical exercises on the external genitalia; excellent reviews have been published (notably by Pousson & Desnos in the French Encyclopaedia of Urology 1914 Urology -1923 and I shall refer only very briefly to this period.
Most urologists will be aware of the archzeological evidence of lithiasis in ancient Egypt. The vesical stone discovered by Elliott Smith in 1901 in a predynastic tomb at El Amrah has been dated at approximately 5000 B.C. As far as is known, only two vesical and two renal stones were retrieved from the 9,000 mummies which he examined and one of the latter was found in the nasal cavitypresumably due to an embalmer's afterthought! Bilharzial ova were recovered from urinary calculi from mummies of a later dateabout 1100 B.C. -by Ruffer in 1910 and local records relate to a disease among the men of Egypt 'which made them menstruate like women' (Makar 1955) . There is little indication of active urological surgery at this period, although circumcision was in vogue as depicted in a mural from Sakkara; it was entrusted to plumbersnot medical menand affords a humiliating reminder of the status of our specialty at that time. What a far cry to the more refined technique recently embellished by the term 'phimosiectomy' by some of our colleagues in the United States! As far as lithotomy is concerned, it would appear likely that this was earliest practised by the Hindus. The operation, as described in the Ayurveda of Sucruta, followed obstetrical principles whereby suprapubic pressure was exerted to force the stone downwards and a midline perineal incision was made to aid its extrusion; alternatively two fingers were inserted into the rectum and the stone hooked downwards toward the perineum. Median lithotomy on these lines aided by scoops and forceps for the extraction of stones, continued into mediaeval times. Forsworn by Hippocrates who delegated its performance 'to such as are craftsmen therein', it was practised by Celsus in Rome at the beginning of the Christian era; it is reported that the latter would only operate during the spring and confined his expertise to children between the ages of 9 and 14.
Subsequently known as 'cutting on the gripe', it formed the mainstay of urology during the middle ages, being classed as a major operation when a urethral staff was used to guide the operator's knife but as only a minor procedure in its primitive form. Fortunately, perhaps, there were then no Provident Associations to adjudicate on the fee! There are many records of the instruments which constituted 'the greater apparatus' including the three-pronged forceps or 'trilabe' of Ambroise Pare and the curved bistoury or 'nechil' of Afro-Arabian origin (Keynes 1952 ).
There was a considerable mortality rate and complications were frequent: the common occurrence of fistula led to a belief that midline incisions healed poorly, which probably influenced the later introduction of lateral lithotomy. It is interesting to note that Samuel Pepys, who was cut for stone at Mrs Turner's on March 26, 1658, remained well for forty years but became bedridden during the last three years of his life on account of his perineal wound breaking down; post-mortem examination ultimately revealed a nest of seven stones in his left kidney weighing 4+ ounces (128 g). So far there had been a distinct reluctance on the part of surgeons to approach the urinary tract directly 'per abdomen', doubtless because of the risks of hwemorrhage and infection but also through fear of uncontrollable extrusion of the intestines from the unanesthetized patient. Nevertheless, the successful removal of a bladder stone via a suprapubic incision was reported by Franco in 1556, and was later followed by other accounts.
In this country the rivalry between John Douglas and William Cheselden in the performance of the 'high' operation early in the eighteenth century has been well described by Sir Zachary Cope (1953) . Cheselden subsequently reverted to the perineal approach and elaborated the technique of lateral lithotomy previously introduced by Frere Jacques in Paris some 35 years earlier: the lateral incision, though further forward, somewhat resembled that employed today for pudendal neurectomy, being deepened through the levator ani with the object of avoiding the urethra and opening the bladder lateral to its neck; the important feature was the use of a grooved catheter whereby the bladder could first be distended and then retracted downwards in preparation for incision on the groove. Con-temporary records testify to Cheselden's dexterity and remark that 'he was seldom above a minute between the beginning of the first incision and the extraction of the stone'. Fast operating was often a necessity at this period, and in the absence of anaesthesia operations were sometimes performed in stages. One of the earliest accounts of nephrolithotomy (Phil. Trans. 1696) relates to the English Consul in Venice (a Mr Hobson) who was operated on in two stages by Marchetti of Padua (his first attempt) in 1696, with the removal of three small stones from the kidney; the wound failed to heal until Mrs Hobson, who had later taken over the dressings, probed it with a bodkin and withdrew a residual calculus 'of the figure and magnitude of a datestone'. After which her husband felt not the least uneasiness in that part! We now pass to the dawn of modem urology which, aided by the discovery of anesthesia, antisepsis and new techniques, broke about a century ago. There is some danger that a new generation of urologists, preoccupied with antibiotics, electrolytes and medical economics, may fail to appreciate the great changes and fundamental advances which took place at this period. Elective surgery at last became viable, supported later by endoscopy and radiology, on which we have become so dependent today. Nephrectomy and other abdominal operations on the kidney, ureter and bladder increased in number and elaboration. The first deliberate excision of the kidney was reported by Simon in 1870 and the first abdominal resection of a bladder tumour by Billroth in 1875 (Gussenbauer 1875) . It was only in the case of anatomically borderline organs, like the prostate, that appropriate surgical access remained undecided.
In the development of suprapubic prostatectomy the earlier account by McGill of Leeds (1887-8) clearly foreshadows the eventual technique, but credit is usually given to Fuller of New York (1895) for being the first deliberately to carry out enucleation of the adenomatous gland. It is interesting to note that Freyer, recently returned from his stone-crushing triumphs in India, was at this time still labouring by the perineal route. Having been appointed to St Peter's Hospital in 1898 he performed his first suprapubic prostatectomy on December 1, 1900, with the segmental removal of a trilobed gland (Freyer 1900) ; the patient, who was 71 and had used a catheter for nearly a year, made a good recovery and survived for fourteen years: his bladder (showing the prostatic cavity) is now in the museum at the Institute of Urology. There can be little doubt that the subsequent popularity of the operation owed much to the personality and achievement of Freyer who, during the next twenty years, carried out 1,625 suprapubic prostatectomies, with a mortality rate of 5.3 %far below the average figures of his contemporaries (Morson 1960) . He seldom took longer than three minutes from the first incision to delivery of the gland; his largest specimen (removed from a patient called John Thomas) is also preserved in the Institute's Museum.
More Recent Records I cannot attempt to be comprehensive and shall briefly describe a few which I have found instructive or amusing: some of them have been contributed by colleagues, others have been previously presented here and I am especially grateful to those who helped with Winsbury-VVWhite's textbook for their response to my enquiry.
Starting with the kidney, there has lately been ample discussion about the small hypoplastic or contracted organ and I shall refer only to the other extreme. Most of the larger renal swellings have been due to cysts or hydronephrosis; solitary cysts filling the abdomen and measuring up to 40 cm in diameter (with a fluid content of 16 litres) have been recorded (Herbut 1952) ; although seldom transgressing the midline, congenital hydronephrosis may attain almost similar dimensions and I recall a case of this type in which, after previous nephrostomy drainage, I replaced the ureter by an ileal loop; the conduit drained well but also allowed free reflux, on account of which the nephrostomy never completely closed.
Polycystic disease perhaps affords the commonest form of gross renal enlargement and its genetic aspects are intriguing. I once had opportunity to examine four brothers between the ages of 30 and 40; all were large men with hypertension, sublimely unaware of the enormous renal masses they carried. Autopsy on one who died from cerebral hemorrhage showed two kidneys, each weighing 7 lb (3.2 kg) and such was the clinical similarity between the four brothers that it seems probable that nearly half a hundredweight (25 kg) of renal substance was distributed between them.
Neoplasms: It is unusual for a neoplasm to approach this size without metastasizing or causing bleeding; nevertheless, those of low activity may occasionally attain considerable dimensions before their presence is suspected.
My own records include the removal of a hypernephroma weighing 6 lb (2-7 kg) from a woman of 40 whose sole complaint was of abdominal enlargement; she remains well some ten years later. A similar tumour weighing 4 lb (1 8 kg) was removed from a man of 64, in whom a plain X-ray some fifteen years earlier had shown calcification around the initial focus.
Surely, however, pride of place must be accorded to the giant specimen of a benign renal neoplasm displayed in the Pathology Museum at the Royal College of Surgeons: measuring 15 x 17 inches (38 x 43 cm) across its cut surface and weighing 82 lb (37 kg), it is said to have been brought to light only when the patient complained of difficulty in mounting his bicycle! Among domestic records of renal diseases, Dent (1962) reminds me of his patient who diagnosed her own backache as being due to renal colic from cystinuria 'which she had caught from her husbanda genuine cystinuric'. All investigations proved negative until, just as she was about to be discharged, a raised serum calcium level test arranged by a conscientious house physician proclaimed her a clear-cut case of hyperparathyroidism.
A somewhat similar example occurred at St Paul's where a woman attended complaining of pain in the right loin and mild urinary discomfort: her X-ray showed a stone on the opposite side and, when questioned further, she confessed that she herself had had no symptoms and those she had described applied to her husband, who had been too nervous to come forward. The latter was eventually investigated and found to have a right renal tumour! Passing on to the ureter and bladder, we find that the most spectacular records are provided by tumours and stones. Among the former, perhaps the most instructive are those in the collection presented by the late J B MacAlpine to the Royal College of Surgeons, demonstrating the occurrence of cancer among aniline dye workers. It is well known, however, that in some cases the cystoscopic appearances of neoplasm may be imitated by other lesions. Apart from granulomatous and inflammatory excrescences, 1 am reminded of the interesting case of a nonspecific omental mass ulcerating into the bladder, which was presented to this Section in 1961 by Sir Eric Riches (1962) .
Calculi: It may be said that any bladder stone weighing more than 2 lb (907 g) merits acclamation. There was formerly preserved in Trinity College, Cambridge, a stone weighing 34 ounces (964 g) 'taken from the bladder of the wife of Thomas Raisin, by Gutteridge, a surgeon of Norwich' (Gould & Pyle 1901) . This stone was afterwards sent to King Charles II for inspection. It has been suggested (Williamson 1956 ) that he showed it to Nell Gwynn who dropped itand chipped itand that this might have happened in the building in Henrietta Street, at present occupied by the Institute of Urology, where she is reported to have stayed at least one night. It appears more likely, however, that the King was in Newmarket at this time (Williamson 1956) . A similar stone was doubtless responsible for the unconfirmed story about a patient of Sir Benjamin Brodie's, of whom it was stated that he could only pass water when standing on his head. Many of the bigger stones display a conformation imposed by pressure of the pelvic girdle. This is certainly true of the specimen weighing 2i lb (125 kg) presented by R H 0 B Robinson to the Hunterian Museum (Robinson 1953) and also of the even larger specimen weighing 3j lb (159 kg) contributed by F S Mitchell-Heggs (Mitchell-Heggs 1964) . According to Winsbury-White (1954) , Randall's largest calculus (in the United States) weighed about 4 lb (1-8 kg); there are reports of bladder stones of upwards of 6 lb (2-7 kg) but these are not well authenticated. Some of these stones appear to form on a foreign body nucleus such as a broken catheter-tip or swab, as in a personal case who, I hasten to add, had previously undergone prostatectomy elsewhere.
The diversity of foreign bodies recovered from the bladder is widely known, and I hope I shall not strain your credulity by quoting a further example. Terence Millin recalls a Sunday evening on which he was called to an octogenarian who had passed the tail feather of a budgerigar up his urethra: 'He kept these birds and when his -smoking pipe needed cleaning he plucked a -featherfrom -e--of -his -pets; that evening, finding his own pipe not functioning too well, he essayed the same technique, with resultant disappearance of the feather. An hour later cystoscopy revealed a blue feather floating in the bladder, which was easily removed with cystoscopic forceps!' A young man joined a shooting club but instead of taking part in the normal activities proceeded to mould a bullet of paraffin wax which he 'loaded' into his urethra: on looking up an American textbook to find a suitable solvent, I found that 'pure gasoline' was recommendedthere was also a caveat to the effect that the patient should be warned not to pass water in front of a fire.
Reverting to bladder stones, it seems important to emphasize the need for establishing their identity: a sizable 'calculus' was kept in a locker at St Peter's, and was much used by former members of the staffas representing a typical specimen; during the transfer of teaching material from the Hospital to the Institute, the stone became chipped and was discovered by Dr Cuthbert Dukes to be an artifact composed of plaster of Paris.
The radiological interpretation of opaque shadows in the bladder area may likewise prove misleading. In one of my cases, the laminated appearance of a large calcified fmcalith in the appendix closely resembled a stone in a bladder diverticulum. In another case, a woman who had been treated by radium for carcinoma of the cervix complained of urinary discomfort; her X-rays were reported as showing a large vesical calculus but on clinical examination the stone proved to be in the vagina: it had been deposited by the slow drip of urine through a post-irradiation fistula. A somewhat similar case was presented to this Section in February 1963 by R A Mogg, in which a Welsh woman had employed an inverted medicine glass as a contraceptive and had omitted to remove it. A urinary fistula later became established and a large concretion formed on the foreign body.
The testis: It seems apt first to enquire which way a testicle turns during the phenomenon of torsion; few of my colleagues, I find, can provide an immediate answer, so I have had to devise a means of memorizing the process: it seems that if one visualizes a right-handed cricketer bowling a leg break, that is the way the right testicle twists. Continuing on the theme of cricket, which itself provides a plethora of records, I once operated on a sporting parson for hydrocele. During his convalescence in early June, he enquired how long it would be before he could resume playing: inadvertently I suggested that it might be best to wait until after the Lords Testhis apprehension at the thought of an intimate consultation at such supreme level was entirely unexpected.
There can be no doubt that the superficial situation and profound physiological importance of the testicle combine to make it a popular subject for records. Indeed I often wonder whether it should not be regarded as the original of the term 'endocrine-dependent'! Size and virility, however, do not always go hand-in-hand and I am reminded particularly of Howard Hanley's case: the patient complained of infertility which according to the observation of his wifea trained nursewas due to his right testicle becoming smaller. In fact the reverse was true, for not only had his left testis become grossly enlarged by a neoplasm but a similar smaller tumour was present also on the opposite side (Collins & Pugh 1964) . Extravagant enlargement of the testis from neoplasm is comparatively rare; surely the record in this country must be held bythe case shown to this Section in February 1963 by-D S Poole-Wilson: his patient, aged 80, was admitted for investigation of cystitis but was found to have a large scrotal swelling which he had carried in a special sling for 40 years; this. ponderous appendage proved to be benign and weighed 35 lb (16 kg).
Those who enjoyed their pre-clinical training at Cambridge will remember the observations of the late W H L Duckworth, who described the action of the cremaster muscle as raising the testicles 'rather like the weights on a grandfather clock'. There are probably few records to beat that of a press-ganged rating (Gould & Pyle 1901 ) who earned his discharge a century ago by cultivating the ability to retract either testicle singly at the word of command! In these days of substitutive surgery, no account of testicular records would be complete without allusion to the late Alex Roche's story of the silver testicle (Roche 1956 ). There are several versions of this and it will be remembered that Roche, in addition to assisting Winsbury-White in editing the Journal for many years, was also an enthusiastic raconteur. The patient was a single man of 65 who at the age of 15 had received a kick on the scrotum. The right testis had thereafter 'disappeared' and was replaced (when he was 18) by a metallic prosthesis. Forty-seven years later, when seen by Roche, he was wearing an ebony ring (an energizer) around the neck of the scrotum, and complained of a left variocele. Examination of the tight 'testis' showed a smallish, hard, smooth, rounded and insensitive organ, suggesting that it was indeed artificial. X-rays revealed an oval metallic shadow on the right side of the scrotum, which was reported as 'a silver testicle' -incredulous, Roche asked the radiologist if he could distinguish a lion as an emblem of its authenticity.
Future Records
From this hallmark of respectability we must briefly move to records of the future. Here we are on more difficult ground, for not only is our specialty rapidly expanding but also becoming increasingly infused with complex scientific advances. Chemotherapy, hormones, electrolytes and the use of physical agentscooling the kidney and freezing the prostate, &c. -to say nothing of the problems of organ transplantation, currently occupy our minds. While all are doubtless inspiring, there seems a real risk that our records may become turgid with abstruse statistics and divorced from clinical reality: we are now thoroughly familiar with the randomization of cases for research and the use of doubleblind clinical trialsyet how far these methods are ethically acceptable still remains uncertainthe latter often degenerate into the blind leading the blind. In these days of free communication it is also becoming more and more difficult to evaluate the merits of records in other countries and to equate them with our own personal responsibilities. The impact of the computer has already become apparent and may have increasing application in paramedical affairs, though it is unlikely ever to supplant the wisdom which can only result from a lifetime of clinical experience. Nevertheless there is some case for the standardization of basic records, on which additional pro formas for individual prospective research can be based. It seems to me that a standard urological notesheet, if one can be agreed, might well prove a useful complement to the efforts already being made to achieve improved recognition for urology in this country. There would still be room for personal idiosyncrasy, without which records cannot flourish, for, as I have pointed out, their ultimate object is not only to educate but to be remembered.
